Abstract: An evaluation of a state-local negotiation process to implement Model Standards in 18 California local health departments was conducted during 1985-87. Model Standards specific to California were developed by state and local public health officials for seven programs. Nine counties participated in state-local negotiations to set performance standards in these seven programs.
implementing Model Standards has involved the use of a state-local negotiation process to set local Model Standards objectives. On reporting the first project results, Weiler stated, "Project findings suggest that the Model Standards negotiations could provide state and local levels of government with a valuable tool for determining health care priorities and generating objective programmatic data for budget justification." The strength of the project was determined to process. The use of Model Standards appeared to contribute to establishing program priorities, emphasizing the measurement of outcomes, improving data management systems, and evaluating the current performance of programs. While this state-local negotiation process is suggested as the preferred approach to encouraging the use of Model Standards in local health departments, it must be recognized that this process requires time and commitment of resources from both the state and local levels. (Am J Public Health 1989; 79: 969-974.) be the negotiation process itself, but both state and local program managers felt that the initial limited evaluation period did not allow for adequate assessment of the results of the process.
This report describes the results of more extensive efforts to assess the impact of Model Standards implementation in California. Specifically, this evaluation looked at five areas: 1) setting of objectives via a state-local negotiation process; 2) achievement of objectives and improvement in program performance; 3) impact of data availability and improvements in data collection; 4) administrative evaluation of the Model Standards process; and 5) key determinants to successful application of Model Standards.
Methods
There were two major components of this effort: 1) the specification of Model Standards specific to California, and 2) a comparison of the impact of state-local negotiations over the two-year observation period, January 1985 through December 1986. California-specific Model Standards were established for seven programs: Chronic Disease Control, Sexually Transmitted Disease (STD) Control Ninety-four objectives covering all seven program areas were specified at the onset of the project so that, in the aggregate, a total of 1,692 objectives (846 each year) could have been set for both the negotiating and nonnegotiating health departments. During the two-year assessment, negotiating health departments set a total of 1,160 objectives, and nonnegotiating health departments set 830 objectives. A drop in target objectives occurred in the second year, with nonnegotiating health departments decreasing the number of objectives by 70 percent (637 to 193) and negotiating health departments by only 10 percent (611 to 549).
Negotiating health departments specified an increased level of performance in 725 objectives over two years, while this occurred for only 223 objectives in nonnegotiating health departments (Table 1) .
In both groups, medium-and small-sized counties set their objectives at higher levels of performance most frequently. The specific programs in the second year that set objectives at higher performance levels most frequently were Non-Vehicular Injury Control (62 percent), Nutrition Services (62 percent), and Chronic Disease Control (60 percent). These programs generally had not achieved high levels of program performance prior to the study and had many objectives yet to achieve.
In both years, negotiating health department staff rated the state-local negotiation process as the most useful aspect of the project. Eighty-two percent of the programs reported staff benefits from negotiations, and 79 percent of the programs reported that state-local negotiations had a positive impact on program performance.
Achievement of Objectives and Improvements in Program Performance
As shown in Table 2 , both negotiating and nonnegotiating departments achieved similar proportions of the objectives they had set but negotiating departments achieved 507 objectives and their counterparts only 177. Control of Sexually Transmitted Diseases and Vehicular Injury were the programs for which both sets of health departments reported the most objectives achieved.
The programs whose improvements in program perfor- aThere was a total of 94 objectives specified for the seven program areas. Thus the total possible number of objectives was 846 per year for each set of health departments (negotiating and nonnegotiating).
bObjectives that were set at "maintenance of effort or less" levels were considered "pre-achieved." nal redirections in response to the commitment to achieve a higher level of performance. Overall, it appears that use of a state-local negotiation process results in greater use of Model Standards and more improvement in program performance by local health departments than in the absence of such a negotiation process. Negotiations provided a forum for state and local health department staff to come together, share data and program information, and set realistic and meaningful objectives. The negotiation process improved over time because of an observed "learning curve." Both state and local negotiators understood the scope of the objectives and the indicators that existed, or could be developed, to measure outcomes, and they were more skilled at representing their positions.
We believe it important that the first step in this negotiation process be a consensus conference or series of conferences at which state and local health officials reach agreement on state-specific Model Standards. The time and effort necessary to achieve this consensus should not be underestimated, and our experience indicates that this requires clear and vigorous sponsorship at both the state and local levels.
In our project, technical assistance given to the local health departments by the state negotiators was not tied to funding, contract negotiations, or contract monitoring and it was rated very highly by local participants-possibly due to this factor. The discussions between state and local participants during the negotiations seemed to help the local participants adapt the standards to their resources, programs, priorities, and data availability. Much of the technical assistance was simply a by-product of the negotiation process itself. Although negotiating health departments had the same concerns about their limitations in setting and achieving the objectives as nonnegotiating health departments, they often chose to set more objectives because the negotiation discussion helped to focus on what a local health department could do within a one-year period to achieve a particular objective.
Both state negotiators and negotiating local health departments rated the negotiation process highly. The state negotiators generally felt that the ability to offer broad programmatic assistance was stimulating to themselves and useful to local staff. They also achieved a greater understanding of local programs, a better idea of the types of state assistance needed by counties to set local standards, (e.g., data) and an appreciation for which local health departments needed technical assistance in the future.
There are a number of difficulties that are encountered when conducting an evaluative study such as this one, including difficulties in achieving a true "control." In reality, the interest of local health departments in participating in the study was a factor that had to be considered. Although more counties were interested than were paired and participated, those that participated, either in the negotiating or nonnegotiating groups, were interested in being exposed to the Model Standards process. The true controls, one could argue, were the county health departments that did not exhibit an interest in participating in the study. In addition, because there was no external measurement of program performance conducted in either group of counties, the achievement of objectives and assessment of improvements in program performance, staffing, and funding were self-reported. Some of the achievements were related to improved outcomes in individual programs (e.g., more individuals served; delivery of a new program component) and some were related to process achievements (e.g., number of objectives set; integration of Model Standards into planning efforts).
From our experience, we conclude that a state-local negotiation process does improve local health department program performance but requires time and commitment of resources from both state and local health departments. We also believe such a negotiation process is the preferred approach to encouraging the use of Model Standards by local health departments. However, to be meaningful and to optimally meet the needs of both local and state health departments, both the use of Model Standards and the negotiation process should be integrated into the state health department's local assistance activities and should relate to clear state health department goals and administrative support. Notifying workers of possible exposure to the acquired immunodeficiency syndrome (AIDS) virus has become an important focus of state legislative activity, according to a report published by the AIDS Policy Center of the Intergovernmental Health Policy Project. The report, based on a 50-state review of more than 100 worker notification laws enacted between 1983-88, found that, at the end of 1987, 16 states had laws on the books requiring that workers-primarily emergency medical technicians (EMTs) and funeral personnel-be notified if they were exposed to HIV (human immunodeficiency virus) or other diseases. By the end of 1988, the number had doubled. More than half of state worker notification laws mandate that both emergency care personnel and a variety of other workers, ranging from health care providers to corrections staff, be notified of actual or potential exposure to HIV.
Some laws define patient contact very broadly referring to "any contact," although more states now require that a worker must have "significant exposure"-i.e., direct contact and exchange of blood, needlesticks, and scalpel cuts-before notification will occur. Since 1988, state laws in 16 states define "significant exposure," compared to only three states before 1988.
The issue of testing following HIV exposure is a feature in a number of notification laws, although procedures regarding testing are not always outlined in these statutes. Notification leads to required testing in some states, usually of the patient to whom a worker was exposed. Patient informed consent is not always required, although 14 states now require or permit patients to be tested following worker exposure to HIV. Only six states (FL, LA, ME, RI, UT, WA) mandate patient informed consent before testing.
Few of the worker notification laws specify how the testing-after-exposure information is to be managed. A few states have levied penalties for breach of confidential information, including criminal penalties (AL, GA, IN, UT); licensure sanctions (ME, VA), dismissal from employment (IN).
Worker notification laws in 15 states require workers to be educated or trained in preventive procedures. Michigan holds employers liable in settings that have not developed and implemented policy guidelines for breaches of confidentiality of HIV-related information.
For 
